Mean blood pressure was calculated as the diastolic pressure plus one third of the pulse pressure. Venous blood was collected from patients who were fasting or were more than 3 hours postprandial. It was centrifuged within 2 hours of collection and the serum was frozen. To reduce day-to-day variations in methodology, data were recorded and groups of sera from both normotensive and hypertensive patients were analyzed by flame photometry for sodium and potassium during the same period.
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Statistical Analysis
Statistical analyses were completed to evaluate many relationships as shown in tables 1, 2, and 3. As a preliminary step in the analysis of the difference in serum sodium and potassium levels in the hypertensive versus the normotensive group, a Chi-square test of the difference between the sex composition of the two groups was completed. This shows a significantly higher proportion of women in the hypertensive group than in the normotensive group (Chi-square = 5.13, 0.01 < p significantly different age, the average age of the normotensive subjects being 38.6 years and that of the hypertensive patients 45.9 years (t = 4.26, p < 0.005). Since the factors of age and sex are associated in the two groups, the significance of the difference between the average serum sodium and serum potassium was tested, age-sex specified, by the t test. An initial examination of the assumptions of normality of distribution and equality of variance showed that they were sufficiently well satisfied to permit the valid application of the t test.
Results

Serum Electrolytes
There was no significant difference between the mean serum sodium of the hypertensive group and that of the normotensive group (table 1) . A similar statement applies to mean serum-potassium (table 2) . These comparisons also were made separately in each age-sex subgroup. The only exception was that normotensive men over the age of 50 tended to have a somewhat higher serum sodium than their hypertensive counterparts. It should be noted that there were no normotensive women age 50 or over in the study. In the normotensive group and in the hypertensive group, there was no association between systolic, diastolic, or mean blood pressure and the serum sodium, serum potassium, or sodium to potassium ratio ( Julv 1961 was not related to serum sodium or to systolic blood pressure in the two groups. There was a slight tendency toward an association of systolic blood pressure and age within the hypertensive group, but this failed to reach statistical significance. Diastolic blood pres- Some showed a significant difference in serum sodium and potassium between normal and hypertensive individuals. It was thought that this type of study should be repeated to be certain that such differences were due to the presence of high blood pressure alone and not to the numerous variables. Therefore, as complete data as possible were collected on each patient. Normal and hypertensive subjects were studied simultaneously, and sera from both groups were analyzed at the same time in our own laboratory. Moreover, the serum electrolyte levels were studied in relation to actual blood pressure values, rather than to merely the presence or absence of hypertension.
It should be noted that the hypertensive patients included in the present investigation were rigidly screened, and no patient with any cardiac, renal, or cerebral complication was included. There were no cases of malignant hypertension. Perhaps the patients studied here had less severe hypertensive disease than those reported by some investigators. The range of systolic blood pressure up to 220 mm. mercury and diastolic up to 140 mm. mercury would seem to be sufficient, however, to show association to serum electrolyte levels if one did exist. Statistical analysis of our data disclosed no significant relationships between blood pressure and these electrolyte concentrations. The small Chi-square values found in many of our analyses do not indicate absolutely no association in the larger population of individuals from which subjects are selected, but in conjunction with large p values, they suggest that true associations must be small.
Each patient in this study was asked: "Do you salt your food (a) before tasting, (b) after tasting, or (c) not at all." These were the same questions used by Dahl recent review of ion metabolism in hypertension. 15 Certain population groups appear to have more hypertension and higher salt intakes. Laboratory investigations indicate that high-salt diets will produce hypertension and also will aggravate various forms of experimental hypertension. Complicating this is the observation that high-potassium intake will protect against these effects.'6 If a relationship between salt intake and hypertension exists, it is a highly complex one. Summary This study was undertaken to determine if an association exists between blood pressure level and serum sodium or potassium concentration. All methods and measurements were standardized, and variables possibly influencing these factors were analyzed. Since increased salt intake has been postulated as an etiologic factor in essential hypertension, each patient was questioned in this regard.
Fifty normotensive and 43 hypertensive patients were studied. No significant associations were found between the height of the blood pressure, the serum sodium or potassium level, and the stated salt intake.
